Results. All delays significantly decreased under biV pacing (table). Dyssynchrony was defined as a delay > 40 ms. Before Biv, 26 (74%) pts had both D and S DYS, 1 (3%) had S DYS alone, and 6 (17%) had D DYS alone. Overall, S and D DYS were observed in 27 (77%) and 32 (91%) pts, respectively at baseline, but only in 6 (19%) and 24 (69%) of pts under Biv. However, 4 new S and 7 new D DYS appeared after BiV pacing. Conclusion. Diastolic DYS is more frequent than systolic, and may be observed alone in some pts. D DYS is less improved than S DYS by Biv pacing. Persistent D DYS may explain some cases of lack of improvement after biV pacing despite good systolic resynchronization. 9:45 a.m.
8:30 a.m.
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The Duke Treadmill Score and Cardiac Mortality in Asymptomatic Women: The St James Women Take Heart Project Martha Gulati, Dilip K. Pandey, Morton F. Arnsdorf, Diane S. Lauderdale, Roxanne H. Wicklund, Arfan J. Al-Hani, Henry R. Black, Rush University Medical Center, Chicago, IL Background: Cardiovascular disease is the leading cause of death among women, accounting for over half of their mortality. However, women have been underrepresented in most studies of cardiovascular disease. Virtually no information is available concerning the predictive value of exercise testing in asymptomatic women. The hypothesis that a reduced Duke Treadmill Score (DTS) is associated with an increased risk of cardiac mortality in women was investigated in a cohort of 5721 asymptomatic women who underwent stress testing in 1992. Methods: A symptom-limited stress ECG using Bruce Protocol was performed at baseline. The DTS was calculated as: Exercise time on the Bruce Treadmill protocol in minutes-(5X maximal ST-depression)-(4XAngina Score Index). The cohort was divided into 2 groups: low risk (DTS>5) or moderate-to-high risk (DTS<5). A National Death Index Search was performed in 2001 to identify all deaths up to the end of year 2000. Cardiac deaths were identified by ICD-9 codes 390-449 or ICD-10 codes I00-I09,I11,I13,I20-I51,I60-I70, as appropriate. Survival analysis was performed using Cox proportional-hazards regression models. Results: The unadjusted risk of death decreased by 15% for each unit increment in the DTS (p<0.001). After adjusting for the Framingham Risk Score (FRS), the risk of death decreased by 9% for each unit increase in the DTS (p<0.001). Those in the lowest risk DTS category had a 54% reduction in mortality compared to the moderate-to-high risk DTS, after adjusting for the FRS (p<0.001). The risk of cardiovascular death decreased by 13% for each unit increase in DTS, after adjusting for the FRS (P=0.003). Those with the lowest risk DTS category had a 60% reduction in mortality compared to the moderate-to-high risk DTS, after adjusting for the FRS (p<0.001).
Conclusion: This study has demonstrated that the DTS is an independent predictor of mortality and cardiovascular mortality in asymptomatic women, even after adjusting for traditional risk factors. The DTS is a valid tool for use in asymptomatic women. Background: The link between physical inactivity and cardiovascular disease (CVD) is increasingly recognised, yet society is becoming more sedentary. To investigate the mechanism by which inactivity increases CVD, we studied the relationship between physical activity and hemostatic risk markers in the Framingham Offspring Cohort. Methods: We studied 3133 subjects (mean age 54 years, 55% female) who participated in cycle 5. Fibrinogen was measured using the Clauss method, while tissue plasminogen activator (TPA) antigen, plasminogen activator inhibitor (PAI-1), von Willebrand factor (VWF) and factor VII antigen were ELISA. Plasma viscosity was measured using the Brookfield Viscometer. Physical activity level was divided into quartiles. Mean values adjusted for age are displayed for quartiles 1 (least active) and 4 (most active). P-values for Q4 vs Q1 were obtained adjusted first for age (1) and then additionally for body mass index, systolic blood pressure, diabetes, smoking, total cholesterol and HDL (2). Results: The inactive group (Quartile 1) had higher levels of prothrombotic factors (fibrinogen, PAI-1, TPA antigen and factor VII) with the exception of plasma viscosity in men. These differences persisted on adjustment for factors including body mass index. Conclusion: A prothrombotic state may be a mechanism by which a sedentary lifestyle elevates CVD risk. Regular physical activity provides a ready way to lower CVD risk, in part through a reduced thrombotic potential. 9:30 a.m. We examined the relationship of submaximal treadmill effort capacity (guided by heart rate and perceived exertion) to all-cause mortality in 380 patients with varied manifestations of predominantly ischemic heart disease referred to a 12 week program of exercise training and cardiac rehabilitation. There were 273 men and 107 women, whose mean age was 65 ± 12 years; there were 66 patients with diabetes and 100 patients who were obese, including 28 patients who were both diabetic and obese. Results: Mean submaximal effort tolerance calculated from treadmill performance during training was 3.8 ± 1.4 METs at program entry and 6.9 ± 2.2 METs at exit. There were 18 deaths during a mean follow-up period of 3.1 ± 1.5 years. By univariate Cox proportional hazard model, individual predictors of survival were submaximal effort level at entry (chi square 8.7, p<0.005) and at exit (chi square 13.6, p<0.001), the change in submaximal MET capacity during training (chi square 12.3, p<0.001), and age (chi square 6.5, p<0.02). There was no significant univariate predictor effect for sex, diabetes, or obesity. By multiple stepwise conditional Cox regression incorporating all variables, only exit submaximal effort tolerance was a significant predictor of all-cause mortality. In this model, each 1 MET decrease in exit submaximal effort tolerance was associated with a 42% increase in mortality (hazard ratio 0.58 (95% confidence interval 0.44-0.78, chi square 13.6, p<0.001). Exit submaximal MET level was inversely correlated with age (r = -.505, p<0.001). After adjustment for age, the hazard ratio of exit submaximal MET level for mortality was 0.61 (95% confidence interval 0.45-0.83, p<0.005). Conclusion: Submaximal effort tolerance at completion of cardiac rehabilitation is a strong and age-independent predictor of mortality. 
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